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INTRODUCTION:  With  the  advent  of  laparoscopic  cholecystectomy  we  have seen  a  “disease  of  medical
progress”  (DOMP).  Herein  we  report  a complication  that  developed  7  years  after  laparoscopic  cholecys-
tectomy.
PRESENTATION  OF  CASE:  A 42  year  old  woman  presented  with  worsening  right-sided  pain  and  tenderness.
Seven  years  prior  she  underwent  a laparoscopic  cholecystectomy.  Computed  tomography  demonstrated
a  subhepatic  retroperitoneal  inﬂammatory  mass.  On  open  exploration  a  4  cm  × 6 cm  retroperitoneal  mass
was  excised.  The  mass  contained  purulent  material  and  gallstones.
DISCUSSION:  Laparoscopic  cholecystectomy  has  become  the  “gold  standard”  for  the  treatment  of  symp-
tomatic  gallstones.  Prior  to  laparoscopic  cholecystectomy  there  was  no body  of  literature  about  lost
gallstones  thus  making  this  a DOMP.  In  contrast,  it is reported  that  as  many  as  5.4–19%  of  laparoscopic
cholecystectomies  have  stones  spilled  with  variable  rates  of  retrieval.  Our case  demonstrates  an  extreme
example  of  a  complication  resulting  seven  years  after  a laparoscopic  cholecystectomy  with  gallstones
left behind.
CONCLUSION:  Recognizing  that  gallstones  will  be lost  during  some  cases  of  laparoscopic  cholecystectomy,
we  must  remain  vigilant  and  make  a  full  attempt  to retrieve  all stones  to  prevent  such  rare  but not
insigniﬁcant  potential  complications.
ical A© 2012 Surg
. Introduction
Gallstone abscess following spilled gallstones is an extremely
are delayed complication of laparoscopic cholecystectomy.1,2
ommon locations of the abscess are in the abdominal wall fol-
owed by intra-abdominal cavity usually in the sub-hepatic or
etroperitoneum inferior to sub-hepatic space.3 We  report a rare
ase of abscess formation due to spilled gallstones occurring 7 years
fter laparoscopic cholecystectomy.
. Case report
A 42 year old female presented to the emergency department
ith a 1 month history of worsening right sided cramp and constant
bdominal. The pain radiated to the back and was associated with
ow grade fevers, night chills and a 50 pound weight loss over 5
onths. Due to the weight loss, imaging studies such as endoscopy
nd colonoscopies were performed 2 months prior to presenta-
ion and revealed no pathology. Her surgical history was  signiﬁcant
or a laparoscopic cholecystectomy approximately 7 years ago. She
ad mild right sided tenderness and a soft palpable mass in the
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right ﬂank. Laboratory workup revealed white blood cell count
of 17,000 mm−3 and all other laboratory ﬁndings including liver
function tests, amylase and lipase were within the normal limits.
Our differential diagnosis included a retroperitoneal sarcoma or a
lymphoma. Computed tomography (CT) scan of the abdomen and
pelvis revealed a 5 cm × 5 cm right retroperitoneal mass invading
the muscle wall with surrounding inﬂammation (Fig. 1). No biopsies
were performed prior to the operation.
Exploratory laparotomy revealed a 4 cm × 6 cm mass which was
found to contain purulent material and gallstones (Fig. 2). During
the procedure the bowel was  easily mobilized and the dissection
was not difﬁcult, however the mass was quite adherent to the pos-
terior muscular wall. The retroperitoneal mass was excised along
with a small segment of attached liver. 4 ml  of pus was found in
the center and drained. We  excised part of the muscle and approx-
imately 1 cm margin was  obtained in case of malignant neoplasm.
Pathology examination showed multifaceted gallstones, ﬁbroadi-
pose tissue with chronic granulomatous inﬂammation, giant cell
reaction and focal abscess without malignant cells. It was  deter-
mined that a frozen section was  not necessary as the diagnosis was
evident and the mass contained gallstones, pus with surrounding
inﬂammatory tissues. Prior to the procedure the patient underwent
Open access under CC BY-NC-ND license.complete bowel clean up. At presentation she was noted to have
elevated temperature and leukocytosis, she was  empirically started
on ampicillin/sulbactam, a broad spectrum antibiotic. After the
operation and intra-operative ﬁndings of the inﬂammatory mass
BY-NC-ND license.
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iig. 1. Computed tomography (CT) scan of a retroperitoneal mass. The arrow depicts
he retroperitoneal mass invading the adjacent muscle.
nd pus, metronidazole was added to cover anaerobic bacteria. The
us was sent to the microbiology laboratory and it returned positive
or klebsiella and E. coli both sensitive to ampicillin/sulbactam.
On eight months follow up of the patient, this 42 year old lady
ad gone back to her baseline weight and was completely pain free.
. Discussion
Since its introduction in 1985 by Erich Mühe of Germany, laparo-
copic cholecystectomy has become the gold standard of treatment
or symptomatic gallstone disease.4 With morbidity rates ranging
rom 2% to 11% for laparoscopic cholecystectomy compared to 4–6%
or elective open cholecystectomy, laparoscopic cholecystectomy
easures reasonably well in comparison.1,2
The beneﬁts of laparoscopic cholecystectomy for gallbladder
urgery are signiﬁcant; however it carries some major complica-
ions mainly due to its laparoscopic nature. It minimizes mortality
ates in the perioperative period, reduces the length of stay in the
ospital and allows for patients to return to their normal activities
ooner; when compared to open cholecystectomy.5 The complica-
ions however include damage to the biliary system, blood vessels
nd gastrointestinal tract.6 Additionally, gallbladder perforation by
rocars in laparoscopic cholecystectomy leads to bile and gallstone
ig. 2. Excised retroperitoneal mass. The arrow indicates a gallstone with surround-
ng  ﬁbroadipose tissue.PEN  ACCESS
gery Case Reports 3 (2012) 611– 613
spillage with a reported incidence of 5.4–19%.7 Spilled gallstones
are removed with relative ease in open cholecystectomy by irrigat-
ing the abdominal cavity and suctioning with a large suction tube
or by collecting the stones with a sponge.1 However, this way  of
retrieving the spilled stones are difﬁcult to achieve in laparoscopic
cholecystectomy.1,2,7
Theoretically, spilled gallstones can be displaced to any part
of the abdominal cavity leading to several complications. The
authors, Zehetner et al. reported many complications due to spilled
gallstones during laparoscopic cholecystectomy. Among these
complications are notably abdominal wall and intra-abdominal
abscesses. The intra-abdominal abscesses are commonly located
in the subhepatic space or in its retroperitoneal region. Fistula
formations, hernia sacs, ovary and fallopian tubes containing lost
gallstones are among some of the rare complications noted for gall-
stone abscess.3
The diagnosis of gallstone abscess is usually not an obvi-
ous one to make upon patient presentation. Abscess formation
from dropped stones after laparoscopic cholecystectomy has been
reported to have an average duration of 4 months to 10 years.8,9
Physicians involved in the patient care must have a high index of
suspicion for gallstone abscess as a complication not only limited
to the months following surgery but also including the subsequent
years.7,10,11 Surgical history along with imaging studies such as the
abdominal ultrasound and CT scan, combine to make the diagnosis
of gallstone abscess possible.12
4. Conclusion
Gallstone abscess resulting from spilled gallstones is a rare
complication following laparoscopic cholecystectomy. In our case,
the history of laparoscopic cholecystectomy 7 years prior, along
with the ﬁnding of a retroperitoneal mass containing gallstones at
surgery and the pathological conﬁrmation made the difﬁcult diag-
nosis possible. The case highlights the importance of considering
the complication of gallstone abscess when an abscess or ﬁstula
formation occurs even years after laparoscopic cholecystectomy. It
is important that we  remain vigilant about such possibility of lost
gallstones during surgery. Every effort should be made to retrieve
the spilled stones during laparoscopic cholecystectomy in order to
prevent such a rare but signiﬁcant complication.
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